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What's Next?

Getting It Together!

Thank you for the invitation to speak to this annual convention of Ontario's District Health Councils. I have had the privilege of speaking to several Action Centres previously, including last year in Toronto when the theme was Facing the Future. At that time the immediate future of District Health Councils involved restructuring themselves into the larger, quasi-regional bodies that are represented here in Action Centre '98. Knowing something about restructuring myself, I can appreciate that the past 12 months have been eventful, often stressful, and more focused on the short term imperatives of hiring new people, deciding where the office will be, finding out where the washrooms are, and the like. These considerations are somewhat removed from the real value DHCs are supposed to add to the so-called health services 'system' in Ontario.

I am encouraged to think that the theme of this convention, Tools, Trends, and Transitions, means that you are back to focusing on the future, although I confess to some uncertainty. When you talk about 'tools' you could mean either those we have or new tools we will need in a future different from the past. 'Trends,' happily, is a future-oriented word; the only purpose in trend analysis is to improve the probability of making accurate forecasts of what might happen in time yet to come. 'Transitions' is also an enigmatic word. So I don't really know whether Action Centre '98 is a conference focused on the future (which I hope it is) or a chance to debrief and console one another on the tumultuous year past in the life of Ontario's District Health Councils.

I will share with you some advice my father gave me many years ago. He died when I was a teenager. You can judge accordingly the impression his advice made on me. Our conversation was about my procrastination over something or other. He said, "Remember son, there is a lot more of the future than the present. Look after it!" I pass it on to you as sage advice.

When first I was asked to participate in this program it was as a 'team' speaker. My partner was to have been Sandy Lang, Deputy Minister of Health. We were to have addressed for 30 minutes each the topic, What's Next? -- I from the perspective of the Health Services Restructuring Commission and she from that of the Ministry of Health. I am not surprised but greatly disappointed that Ms Lang's very crowded schedule has made it impossible for her to be here. I am sure you share my disappointment. Not only will we lack the benefit of Sandy's insight and wit, but I am sure we, the

Commission and DHCs alike, share a genuine curiosity we would like to have slaked about what the Ministry proposes to do next.

The Ministry is in the process of reorganization, a form of decentralization along the lines of the Ministry of Community and Social Services -- that much we know. What does the new organization mean in functional terms? Will the regional offices have real decision-making powers? If so, over what and within what limits? And what will 'Head Office' do? Will the regional offices of Health and of Community and Social Services locate in the same premises, share services, and talk with one another and together with their clients? Now there's an idea! How will

District Health Councils relate to the regional offices of the Ministry of Health? There are many such questions I am sure you would have liked to ask the Deputy Minister about the reorganized Ministry and about many other things as well.

But you are stuck with me alone!

When the organizers of Action Centre '98 told me that the Deputy could not come, they asked me to speak for 60 rather than 30 minutes. Poor me. Poor you! When you get tired of my talking, hold up your hand and, given a little time for questions, I will wind it up promptly thereafter.

My topic is a simple one. What's next for the Commission after hospital restructuring is, simply put, getting it together -- it being the real health services system we don't have and desperately need in Ontario.

We have needed a genuine system for a long time. We have needed better coordination between primary care and long-term care, and hospital care, rehabilitation care, mental health care, specialist care with... the list is a long one and you know it well. We have needed an end to silos or, if not an end, at least wide, solid bridges from one to another. We have needed a common mission, clear policy directions, defined goals and objectives, and regular evaluation of the outcomes of the work of every 'player' (including DHCs) who provides the public with health and health care services. We have needed a timely, comprehensive, shared information system to give us some idea of what we are getting for our collective investment of over $28 billion in health care annually, about $18.5 billion of it in public (tax) funds. We have needed a real system for a long time. We need it now. But our need is growing more acute to get it in place, tested, and fully operational before the bulk of the baby boomers become elderly and put the demands on the health care side of the system that all elderly people do as a natural consequence of age.

We have a narrow window of opportunity to prepare for the aging 'boomers,' the first of whom will turn 65 in 2012. I remind you that, proportionately, Canada has the largest baby boom generation in the developed world. According to Foot1, that generation peaked at 479,000 births in 1959. By

the time these folks turn 65 in 2024 we have to have in place a health services system capable of providing accessible, high quality health services to the vastly increased numbers of people who will have the whole spectrum of diseases and conditions that affect elderly people. And the system must operate at a cost that will neither bankrupt the province or nation nor impose impossible tax burdens on our successors.
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Health Services Restructuring Commission

* Deliverables

* decisions in hospital restructuring (Phase I)

* recommendations on restructuring everything else (Phase I, in part, and part Phase II)

* Mandate

* to create a genuinely integrated health services system (Phase II)

You are familiar with the mandate of the Commission. Now that Phase I of the Health Services Restructuring Commission's work is over -- or nearly so -- we are fully engaged in Phase II, recommendations to the Minister on how to create a genuinely integrated health services system. This, frankly, is the more exciting part of our mandate. Basically, the Commission is now engaged in the process of thinking through how all the many 'pieces' that are necessary to produce a genuine, real health services system in Ontario should and can be put together and made to work together in a well balanced, smoothly coordinated, and perfectly seamless fashion.

Our goal between now and when we 'sunset' in April of the year 2000 is to produce the greatest possible impetus -- a big push -- toward creation of the genuinely integrated system of health and health care services the Commission described in its vision of Ontario's future health services

system2 (published in January, 1997). In fact, the Commission is in the process of writing a White Paper on health system reform. We are developing policy recommendations to the government on how to convert the concept of the Integrated Health System into reality here in the province of Ontario. We are developing recommendations to take into account all the relevant cultural, political, financial, and other factors that have conspired to prevent this a priori desirable thing from happening spontaneously heretofore.

In a few words, that's what's next!

But given that I have a few of my 60 minutes left, let me expand a little.

You could well ask, "What do you mean by a genuine system of health care services?" It is a sore point. You would have thought that as the last three governments in a row -- the Liberals, NDP, and now the Conservative -- focused on health care reform (and each of them has) one of them would have written down their vision of the desired outcome. But, incredibly enough, no!

I am reminded of the conversation between Alice and the Cheshire Cat3:

"Cheshire Puss," she began_"Would you tell me, please, which way I ought to go from here?"

"That depends a good deal on where you want to get to," said the cat.

"I don't much care where_" said Alice.

"Then it doesn't matter which way you go," said the cat.

The Commission and the people of Ontario do care where we want to get to. Reform is not a random-order process. We want to get to the kind of health system that will provide us with the best possible, most accessible health and health care services into the 21st century at a cost we can all afford. Therefore, one of the first tasks the Commission had to undertake was to set our direction, to create a working hypothesis -- our vision of what the best system of health and health care services should look like when it is in place.
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Our vision is of a publicly administered health services system that provides universally available, comprehensive, accessible and portable services that meet or exceed internationally-derived performance benchmarks. A provincial system organized to foster diversity among its elements and decision-making by the people affected, it is constituted of sectors that together provide the full spectrum of health services needed to promote health and provide health care for Ontario's population.

We see a health services system in which regions, the sectors and their component institutions and organizations are distinctive, but committed to purposes in common. The contributions of each region, sector, institution, and organization are integrated, and complement those of all others to meet the provincially set policies, goals, objectives, and priorities necessary to achieve Ontario's vision of health.

These two paragraphs are the Commission's statement of our vision of Ontario's health services system for the 21st century -- at least for the start of it. I am sure you will recognize in the first paragraph some key words derived from the fundamental principles of the Canada Health Act.

Please note a sixth principle -- we should achieve high quality, at least equal to that achieved by other highly developed countries. Please note also that we do not have in mind a monolithic -- one size fits all -- system. The system must permit, indeed it must encourage diversity as one of its prime characteristics, but diversity within the policy that each element of the system serves a mission in common and meets publicly set goals and objectives.

Many people are openly contemptuous of vision statements, often for good reason. All too frequently, vision statements are a collection of fine words that, once written, are relegated to the bottom drawer somewhere, or a box in the basement. They are taken out and dusted off for publication in the annual report or for display to planning bodies, like DHCs, or accreditation committees. As a great friend of mine used to say about empty statements of that kind, "Fine words butter no parsnips." What's the point of fine words that make no difference to the way the organization that produced them actually works? The only point of having a vision statement is to provide a real motivational guide to what the organization and its members do every day.

I assure you that the Commission's vision statement is what we have in mind as the outcome of our work. And it is what we believe the genuine health services system of the future must accomplish for the people of Ontario.

So what should the system look like? How should it be organized?
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This is a diagram of what we have in mind. You have seen it before. The Commission included it in the vision we published nearly two years ago for discussion. We have had very generous and positive 'feedback' on it from a wide variety of sources. We are confident that the general architecture we describe here is what most people who have thought about it believe to be the basic structure of the health services system needed here in Ontario for the 21st century.

The next steps in the Phase II of the Commission's work involve each of the five basic elements of this design. All are important and none will be implemented easily given the starting point of our welter of poorly coordinated, often competing contributors of health and health care services to the people of Ontario. 
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Basic Elements of the Health Services System

* Governance (what to do)

* hold system accountable to the Legislature

* establish

* vision and mission

* goals and objectives

* policy framework for management

* evaluate performance of system and 'players'

* allocate public funds

1.
The first is Governance.

A simple, sad fact is that our most highly cherished and single most expensive social program -- the so-called health care system - lacks effective governance. For evidence look no farther than the absence of a clear vision of what the 'system' is to look like and achieve for the people it serves. Are there inconsistencies in the policies and the myriad regulations affecting hospitals, home care, nursing homes, mental health agencies -- the many 'players' whose separate efforts have to be brought together? In case you didn't recognize it, that was a rhetorical question.

It would have been good to have a debate with Sandy Lang (who remains a relative newcomer to Health and cannot be blamed for what the Ministry does or doesn't do) about the role of the Ministry of Health in providing the health 'system' with effective governance.

The system the Commission has in mind has a governance responsible for establishing the system's mission, goals and objectives. It has, in effect, a Board of Directors or Stewards, somebody in charge, just as every integrated enterprise -- every system -- must have. You can think of the ellipse in the centre of this diagram as the system's boardroom. People are committed a public health services system in Ontario. Our elected representatives must govern it and provide assurance of the accountability of that system, through the government and legislature, to the people it serves. That's why I like the old Scot's term Board of Stewards, rather than Directors; a steward looks after somebody else's interest -- in this case, the public interest.

We see the Ministry of Health with primary responsibility for determining what the health services system is to do and evaluating how well it does it -- governance functions. As for how to do it? In the Commission's opinion that should be the responsibility of the Integrated Health Systems I will

speak about in a moment 
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Basic Elements of the Health Services System

* Information System in common

– record all transactions between consumers and providers of health services

– share information among those providing services to the same patient(s)

– provide aggregate information to policy makers

– timely

– comprehensive

2.
A second equally critical feature is a common information system. Through this system all data and information on all interactions between the consumers and providers of health services are collected, analyzed, and made available to support effective, efficient and economical planning, operation and evaluation of the system as a whole and of each of the 'players' within it.

An information system in common is essential to any coordinated enterprise. It is simply incredible that in the year 1998, in the technologically and educationally advanced province of Ontario, we do not have such a system firmly in place now to support the effective operation of our most highly treasured and single most expensive social program. Frankly we have neither a health information system nor effective governance at present. In fact, we have very little and only fragmented

information on the interactions between the consumers of health services and their providers. Simple data on credit card transactions yield far more comprehensive and timely information than is available for the so-called 'system' on which the citizens of Ontario spend some $28 billion each year.  As I have said before, many times, if the ordinarily well-informed citizen were to know just how parlous is the base of data and information available to support the planning and operation of our health care 'system' she would have a fit!

Another sad but simple fact is that we have only fragmented, incomplete information on the individual or aggregate interactions between the providers and consumers of health services. We have virtually no measures of need and less on the outcome of all those interactions. An entirely reasonable question I have been asked many times as chairman of the Health Services Restructuring Commission is, "Are we getting our money's worth?" Frankly, I don't know! We have very limited, incomplete and often inaccurate measures of the activity that our $28 billion buys each year, the interactions between those who need services and those who provide them. We have virtually no measures of the benefit or worth of that activity. Are we getting our money's worth? Nobody knows! But it is our responsibility to find out.

The new Integrated Health System (IHS) must be built around a common and good information system. The Commission is actively working now to get a handle on the steps necessary to put that in place. Everybody is frightened by the potential cost but, frankly, the argument is the same one that applies to the high cost of education. Yes, the cost is high but it is trivial relative to the cost of ignorance. 

Everybody is also frightened by the inherent conflict between the principle of confidentiality of health information and the need to share it among the spectrum of providers of health services. But the same conflict arises over financial information and we have solved that one. We can solve

this one too if we work at it.

The Commission is going to do everything it can over the last two years of its mandate to accelerate the development of an effective, comprehensive, shared health information system. All of us must put 'pedal to the metal' to overcome the legacy of decades of neglect that have left us without the health information system that is the sine qua non of a truly effective health services system in Ontario.
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Basic Elements of the Health Services System

* Two-way communication

* governance to managers (IHSs) to consumers

* goals and objectives

* policy guidelines

* consumers to managers to governors

* aggregate transactional information (actions performed)

* needs met

* outcomes achieved

3.
The third feature is open two-way communication.

The two-way arrows represent: a) open, easy, two-way, shared communication; and b) the key linkage between governance by the government and management and operation of the system by the people who are its beneficiaries and those who are directly responsible for providing health services to them. These arrows depict new partnerships between the Ministry of Health and its governance or 'what to do' functions and the IHSs and their accountability for 'how to do it.'

In part this feature will be facilitated by having in place an effective information system. But communication is more than access to information. Good communication requires changes in attitude at each end of the line. To a considerable extent the passage of time is the only step that will lead to the trust necessary for good communications. I speak here of trust by the government that those at the periphery are dedicated to managing the system well and to their accountability to the system's governance. And those doing the managing have to trust that the Ministry is, in fact, the Board of Governors as well as the primary 'funder' -- that it is a real partner in making Ontario's health system work well.
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Basic Elements of the Health Services System

* Regional clusters of Integrated Health Systems

* coordinate activities of geographically related IHSs

* optimize accessibility

* maximize quality of service

* avoid unnecessary duplication

* achieve maximum economies of scale

4.
Regional clusters of Integrated Health Systems

Another feature is regional clusters of service providers. The Commission debated and rejected the Regional Health Authorities that are in vogue elsewhere in Canada. We do not believe devolution of this kind appropriate for Ontario. We do believe that responsibility for the health of identified segments of the population should be devolved -- definitely -- but to organizations we have called Integrated Health Systems. We do believe, however, that Integrated Health Systems in the different parts of Ontario must work together in regional clusters. We have not specified, as yet, just what the 'clustering' structures might be but we believe they should not be complex nor manned by elaborate bureaucracies.

We are not working actively on this element of the system. Frankly, other elements are more important and have to be put in place first.
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Integrated Health System

* Group of providers +

* provide or purchase full range of health services needed to meet people's needs for health (and health care) services

* Group of consumers -- rostered population

* 100,000 to ? (500,000?)

* roster based on customer satisfaction and (in some cases) geography

5.
Integrated Health Systems

The most dramatic of the changes depicted in this diagram is province-wide adoption of the concept of Integrated Health Systems. Frankly, laying the ground to put these systems in place, is the single most important item on the Commission's agenda of what's next. As I say that, I have to swallow hard, because creating both effective governance for the putative health system and establishing a comprehensive information system are also vital.

As those involved know, in our reports on hospital restructuring the Health Services Restructuring Commission asked a number of District Health Councils to begin planning for the implementation of Integrated Health Systems in their districts and regions. You can anticipate requests soon on your progress. We expect to consult with you closely during Phase II of our work.

The concept of the Integrated Health System is a simple one. A group of health service providers -- primary care physicians, nurses and rehabilitation therapists, community service agencies, nursing homes and other long-term care providers, hospitals -- a whole spectrum of health service providers -- join together. They agree to accept complete responsibility for providing or purchasing all the health and health care services needed to safeguard the good health of a defined population, the members of which have registered, enrolled, or rostered with them. Both providers and the people served are members of the IHS.

We foresee each IHS providing health and health care services to an enrolled population ranging from a minimum of 100,000 people to some undefined upper limit. The minimum is set by the least number willing and able to carry the shared risk that one or a number of people in the rostered population will incur the major expense associated with prolonged and very expensive illness; heart-lung transplantation or acquired brain injury, for example. The maximum will be set, we believe, by the tendency of large organizations to become bureaucratized and 'distant' from the people they serve. Personally, I have the figure of 500,000 in mind. As large integrated systems become bureaucratized, the probability is they will tend not to satisfy their 'customers' as well as smaller, more intimate IHSs. As a consequence, the larger, more bureaucratized ones will have to be very vigilant to ensure continuing 'customer satisfaction' in order not to lose enrollees to smaller IHSs if people or 'customers' perceive the latter offer a greater sense of personal ownership, involvement, and, above all, the services provided.
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This diagram of an Integrated Health System is also familiar to you. I show it to point to the diversity of providers within it. Obviously we have not drawn ellipses for all the potential provider members that should be included -- the diagram would be impossibly crowded.

A key to the success of the restructured system will be the effectiveness of primary care organizations within Integrated Health Systems. We conceive of Primary Care Organizations (PCOs) to be what amount to group practices of family physicians, nurse practitioners, midwives, occupational and physical therapists, case managers, psychologists, social workers, and other providers of primary health services. Each IHS would include several primary care organizations, distributed widely among the population served, to provide easy access to the range of health services most people require most often. Its members would share call and provide a full spectrum of primary care services, including obstetrics, case management, and mental health services, 24 hours a day, 365 days a year. 

In addition to Primary Care Organizations, obviously the Integrated Health System would include home care and other community-care organizations, long-term care (nursing homes, chronic care hospitals, supportive housing, etc.), together with hospitals (acute, rehabilitation, psychiatric, etc.). Others, public health units come immediately to mind, would be included as the focus of Integrated Health Systems began to shift over time from health care to the broader more inclusive concept 
 the health of the population served.

As with regional clusters of IHSs, the Commission has no fixed opinion on how Integrated Health Systems or, indeed, Primary Care Organizations or any other constituent member of an IHS should be organized. Such matters are best left to the institutions, organizations, and enrolled populations that band together to form IHSs. They should organize themselves in whatever way provides the enrolled population with confidence that the organization will work efficiently and well to provide every enrolled member with the health and health care services required to support them in good health. In short, IHSs must be organized so that they are truly accountable to the people they serve for the accessibility and quality of service they provide and to the government in the boardroom for the cost-effectiveness with which they meet their responsibilities.

What about District Health Councils? Where do they fit it? Frankly, I don't know. As neither providers nor consumers they would not fit in the Integrated Health System, although the latter will have to have substantial planning capability. Furthermore, it is probable that a number of Integrated Health Systems will exist in the jurisdiction of a single DHC, especially in Ontario's larger urban communities.

Do DHCs fit into the Regional Clusters to which I referred a few minutes ago? That might make sense.

Given their function as advisors to the Minister, DHCs might be considered an arm of the Ministry. The Minister, of course, is always free to seek advice, including planning advice, from anybody and everybody she or he chooses. But, like consultants everywhere, advisors who are not directly accountable to those affected (as well as to those advised) for the quality and timeliness of their advice don't remain respected for long. If I am going to be held accountable for doing something, I don't want a third party doing my planning for me. Nor, for that matter, do I want that party second-guessing my own plans on how best to discharge my accountability either to the people I serve or the folks who provide my resources. 

The role, function, and accountability relationships of District Health Councils in the integrated health system of the 21st century are all subjects worthy of a lot of discussion. We are going to have such a system in Ontario -- and soon. We have to! The District Health Councils must get ready for it along with the rest of us.

What about making it happen. Some have told the Commission, "You can't get there from here." Can we get to a real system from our present non-system? If so, how? What are the policies, the steps necessary to move from the present into the perfectly balanced, smoothly coordinated, and completely seamless health services system to which I have referred. These are not $64 questions. They are the $28 billion questions the Health Services Restructuring Commission has set out to answer in Phase II of its mandate.
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Processes Key to System Creation

* Governance

* create system governance

* Devolution

* management/operation by those affected

* Integration

* smooth coordination of system's elements

* Information

* interactions/needs/outcomes

Four processes are both key and central to the development of the health services system we need for Ontario's future. They are:

Governance,

Devolution

Integration, and

Information.

By governance, we mean that our cherished health services 'system' has to act like one. It has to be a system. It has to march to the drum of a common vision and clearly defined mission. It must strive to meet publicly defined, achievable, measurable goals and objectives, and receive the

benefit of evaluative 'feedback' -- all products of good governance. That governance must be provided by the government, by elected representatives of the people of Ontario. As I said before, one of the most serious, over-arching, and long-standing problems affecting the so-called health services system now is that it does not have effective governance. Like many governing bodies, our governments have put entirely too much of their efforts into trying (unsuccessfully) to manage or operate the 'system' and altogether too little in providing it with leadership, the governance it lacks and badly needs.

By devolution, we mean shifting a great deal more of the responsibility for managing health services to accountable organizations located close to and controlled by the very people who receive health services and those who provide them. Devolution is a noun meaning4 the delegation or deputation of work and power (especially by central government to local or regional bodies). Just as Parliament devolves work and power to the government and its Ministries, so we in the Commission believe it essential that the Ministry of Health do two things:

* Give priority to the vital responsibility of providing effective governance to the system; and

* Devolve responsibility for the operation of the system (and for local policy-making) to bodies made up of representatives of local users and providers of health services. In other provinces this has been done, in part, to Regional Health Authorities. In Ontario the Commission believes devolution should be to integrated health systems.

By integration, we mean that the many elements of which a genuine system must be built must be organized to work together in a smoothly coordinated way. Each should provide the particular health and/or health care service for which it is best suited, applying the relevant criteria, including accessibility, high quality, and cost effectiveness, to determine suitability. But all elements should be integrated into a genuine system so that each part works well in support of all the other parts. We do not now have an effective health 'system,' using the word in its ordinary sense. We have to create one and integration is an essential process to get it done.

What form should integration take? Frankly we don't know nor do we care very much except that it has to be effective. It has to produce that balanced, smoothly coordinated, and perfectly seamless system of health care and health services we know has to be built.

As for information, the Commission will step up the pace and the extent of its involvement with those engaged in the development of the health information system we don't now have. A comprehensive and effective information system must be put in place quickly to support the creation, governance, integration, management, and operation of a truly integrated health services system and the elements of which it is made.

What are the roadblocks to progress that stand in the way of these next steps toward development of a real health services system? 

I have no doubt that each one of you knows what they are. They follow from application to public policy of some of the less attractive traits of the human character -- resistance to change, the dominance of self interest over altruism, short-term thinking, turf protection, power-seeking 
 you know them all. Last January, I read a sentence in an article5 written by the Editor-in-Chief of The Globe and Mail that has stuck in my mind ever since. He said, "The phrase 'change for the better' is an oxymoron in the Canadian psyche." The Health Services Restructuring Commission is out to prove Mr. Thorsell wrong. But there is no question that the attitude he describes is a major roadblock to the creation of the genuinely integrated health services system we need in Ontario to optimize our health into the 21st century.

What will it take to change for the better our health services 'system'?

There is no doubt it will take remarkable political courage on the part of the government to ensure that hospital restructuring carries forward into restructuring of the many other elements necessary to build a real health services system. As it contemplates an election campaign in the not too distant future, preservation of the momentum for change and for system building will require this government to focus on a more distant horizon than is characteristic of most governments seeking re-election.

Providing governance for a genuine health services system and devolution of primary responsibility for its operation, two elements of my four-ingredient prescription for change, will require especially courageous leadership by Ontario's governments, this one, the next one, and probably the one after that. Will we get it? That is a political question neither I nor my fellow Commissioners can or will answer. I will say, however, that being Minister of Health is not for the faint of heart. Minister Witmer is well cast in the role.

What are some of the other roadblocks?

The worst ones are:

* resistance to change -- inertia -- plain and simple; and

* turf protection.

It is turf protection, resistance to redistribution of the power to make decisions, that has created most of the angst associated with the Commission's decisions on hospital restructuring over the last two years. System building, of course, is all about the redistribution and sharing of territory, of information, and of power. It runs up against the general rule that those who have power rarely want to give it up (or share it with those who have less).

I mentioned previously the need for leadership. Now is a great time for leaders to step forward. Yes, we must have courageous leaders in government with their eyes firmly fixed on the not-so-far horizon of the second and third decades of the 21st century. But we also must have inspired leadership from the ranks of the present providers and consumers of health services. DHCs are made up both consumers and providers; it is a good time for the leadership of District Health Councils to step forward and shine. Now is a great time for leaders everywhere to venture into the new territory of health system governance, the sharing that comes with integration of health services, and the exercise of devolved work and power in the public interest.

We live in interesting times. Phase I of the work of the Health Services Restructuring Commission was exciting. The next steps of Phase II will be no less.

Duncan G. Sinclair

Chair, Health Services Restructuring Commission
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